Incorrect needle placement can be in subarachnoid space (localised homogenous spread), in blood vessel (rapid run off of contrast agent), muscle, facet joint, neural structure, or disc. In patients who have a documented allergy to contrast agents, a small amount of air or gadolinium may be used as an alternative. [4] Fluoroscopy precisely and rapidly allows visualization of the optimal needle path and additionally identifies pathological conditions before needle insertion. This technique is also useful in patients with marked degenerative changes resulting in very narrow intralaminar spaces. Epidurography rules out complications such as intravascular injection. The technique is not suitable for patients unable to lie prone, in pregnancy and those with fractures who are difficult to position due to pain on movement.
The knowledge of fluoroscopic technique adds to the anaesthesiologist armamentarium and it offers an opportunity to provide regional anaesthesia in patients with anticipated difficulty.
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A 55-year-old female, with pan facial trauma, was posted for facial reconstruction surgery for old healed bilateral fracture mandible and maxilla with saddle nose. On her preoperative visit, her mouth opening was less than one fingerbreadth. The preoperative x-ray of face and neck in both antero-posterior and lateral views showed patient air passage. All other preoperative investigations were within normal limits. As it was an anticipated difficult airway, awake fiberoptic nasal intubation was planned with appropriate preoperative counseling and written informed consent. The patient was nebulised with 4 ml of 4% lignocaine. The bilateral superior laryngeal nerve block was given, and nasal cavity was prepared with xylometazoline nasal spray to decrease vascularity. Awake nasal fiberoptic was done and the trachea was intubated with 7 mm internal diameter flexometallic endotracheal tube (fETT). The surgery was started but leak around the cuff observed with a decrease in tidal volume. The problem was not rectified with repeated cuff inflation, and it was assumed that the cuff was ruptured. So, a new fETT was inserted using a tube exchanger. Again, cuff leak was observed which could be due to cuff damaged during insertion. The nasal cavity was assessed with the little finger and a nasal spur was felt at the tip of the finger at the base of the nasal cavity. The nasal spur was not visualised under fiberoptic bronchoscope, probably because it was covered with mucosa layer. Oral intubation was not an option due to limited mouth opening, and dental alignment was also needed during the surgery. The further attempt of nasal intubation was also not possible due to the presence of the nasal spur. Submental intubation and tracheostomy were the only options left. We decided to proceed for submental intubation, which needed oral intubation. The surgeon released some adhesions from the temporomandibular joint. The mouth opening was two fingers breadth, after the release of adhesions. Direct laryngoscopy was performed, and the nasal fETT was removed over a bougie as a safety measure. Since the glottis opening was anterior, another bougie was passed orally to facilitate oral intubation under direct laryngoscopy [ Figure 1 ]. Once the position of oral bougie was confirmed with a continuous trace of end-tidal carbon dioxide (EtCO 2 ), the nasal bougie was removed and fETT was railroaded over the oral bougie. The proximal end of fETT was then pulled out through the surgically created hole to the submental space to make it submental intubation. The subsequent course of the surgery was uneventful.
The consent for the possible publication was taken from the patient in the postoperative period.
The airway management is mostly difficult in facial reconstruction surgeries especially after pan facial trauma due to abnormal anatomy, reduced mouth opening, and fracture of facial bones. [1] These surgeries mainly involve mandible and maxilla, so either nasal or submental intubation is required, which also helps in maintaining proper dental alignment. Nasal intubation may require the help of fiberoptic bronchoscope. The submental intubation requires oral intubation first followed by taking out of proximal end of ETT with the pilot balloon through a surgically created opening in submental space near the inner aspect of mandible. [2] [3] [4] The bony spur is an abnormal growth of bone that commonly involves the bones of limbs and spine but may affect the bone of the nose. It may be diagnosed with a complete physical examination of the nose with a thorough history and few investigations such as x-ray, CT scan, or magnetic resonance imaging (MRI) of head and neck region. [5] In our case, the nasal spur was diagnosed with the palpation of the nasal cavity with the little finger which was subsequently confirmed by CT scan. [ Figure 2 ]. The bony nasal spur was also reported intraoperatively which was diagnosed with repeated cuff rupture following nasal intubation. [6] It was an anticipated difficult airway with limited mouth opening, so the patient was intubated nasally, but the ETT cuff got ruptured from the nasal spur. Packing the peri-cuff area would have been an inefficient way to prevent leak as the expected time for surgical repair was 8 h. So, submental intubation was done after the release of adhesions around the mandible that resulted in mouth opening to two fingerbreadths. To conclude, the nasal spur can cause endotracheal tube cuff rupture following nasal intubation, which could be difficult to manage during facial reconstruction surgeries.
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